
 
  TOWN OF ISLIP DEPARTMENT OF PARKS, RECREATION AND CULTURAL AFFAIRS 
 Division of Cultural Affairs and Senior Citizen Services 
 
 50 IRISH LANE • EAST ISLIP, NEW YORK 11730 • PHONE (631)224-5335 • FAX (631) 224-5638 
 

Thomas D. Croci, Supervisor 

Joseph J. Montuori, Jr, Commissioner 

 
Dear Disabled Parking Permit Applicant: 
 
The Town of Islip, Department of Parks, Recreation and Cultural Affairs, Division of Cultural Affairs and 
Senior Citizen Services, is pleased to provide you with an application for a Special Vehicle Identification 
Parking Permit.  The New York State Department of Motor Vehicles requires a Physician’s note specifically 
detailing the diagnosis and limitations of your disabling condition to be submitted with your application. 
 
We request that you instruct your physician to clearly print or type without abbreviations.  We require specific 
information on your disabling condition and how it affects your ability to ambulate.  The physician must 
indicate whether your condition is permanent or temporary. 
 
IMPORTANT INFORMATION 
 
 Your Physician must include a diagnosis on a prescription pad or a letter on his/her office 

letterhead.  We will not issue any permits without this documentation. 
 
 Please be advised that no permit will be issued without a copy of your NYS Driver’s License or 

Non Driver’s ID Card.  Make sure one of the documents matches your current address.  If not, 
please provide another form of documentation showing your present address. 

 
 If you do not have a NYS Driver’s License or Non Driver’s ID card, you must provide proof of 

residency in the Town of Islip.  (i.e.:  LIPA or telephone bill, credit card invoices, etc.) 
 

 Please Note:  Medical Certification may only be completed by a physician, podiatrist, nurse 
practitioner or physician assistant who is authorized by VTL Section 404-A.  A Podiatrist may 
only certify conditions that constitute a severe disability of the foot.  Medical certification cannot 
be certified by a chiropractor, physical therapist or nurse.  Signature stamps are not acceptable.  
Your physician must provide an original signature when certifying this application for a Disabled 
Parking Permit. 

 
 All blue parking permits must be renewed no later than one month after the expiration date.  If 

not renewed within one month of expiration, a new application must be filed. 
 

Special Notice & Caution: New York State Traffic law states that this permit be used exclusively in a vehicle 

in which the person to whom it has been issued is being transported, and such permit shall not be transferable 

and shall be forfeited, if presented by any other person. Any abuse by any person, facility or agency to whom 

such a permit has been issued, shall be sufficient cause for revocation of said permit of any privilege, benefit, 

precedence or consideration granted pursuant to the issuance of such permit.   1 203-c (ii)                       

                                                          

If your application is approved, you will receive a blue (permanent) or a red (temporary) plastic permit which is 

to be hung on your rear view mirror when parked. If you have any questions about the application, please call at 

(631)224-5335 (voice) or (631) 224-5397 (TTY), or you can visit us at 401 Main Street, Room 135, Islip NY 

11751. 

 

Sincerely, 

 
Deputy Commissioner 



                              

TOWN OF ISLIP  
DEPARTMENT OF PARKS RECREATION 
AND CULTURAL AFFAIRS 

 
 
 

Disabled Parking Permit Application 
           
The following  is to be completed by the applicant or the applicant’s  legal guardian or primary care giver. 
Please note that failure to completely answer ALL of the questions below may result in a delay of issuance 
of Parking Permit.  THE COMPLETED APPLICATION MUST BE AN ORIGINAL. 
 
PLEASE BE  INFORMED THAT  IT  IS NOW A NEW YORK  STATE REGULATION THAT YOU MUST PROVIDE A 
PHOTO COPY OF A VALID NYS DRIVERS LICENSE OR NON DRIVERS  I.D.    IF YOU ARE NOT  IN RECEIPT OF 
EITHER OF THESE YOU MUST PROVIDE A SIGNED LETTER TO THAT EFFECT. 
 
Name of Disabled Person:   
 
Last: ___________________________ First: _________________________ Middle: __________________ 
 
Mailing Address: _________________________________________________________________________ 
  (Address)  (Town)  (Zip) 
 
Home Address (if different): _______________________________________________________________
   
Home Phone: _____________________________ Date of Birth: __________________ Sex:  M    F   
 
Occupation: ____________________________ Cell or Business Phone: _____________________________ 
 
Do you use any of the following?   
           
 Crutches 

     
 Cane   Walker   Wheelchair 

 Portable Oxygen   Other:   

 
 
I certify that the above information and the statements contained herein are true.  I further acknowledge 
that I have read and understood the conditions of the application and the disabled parking permit. 
 
 
 
________________________________  ______________________________________________  
Date  Signature of Applicant or Primary Care Giver 
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FOR OFFICE USE ONLY 

NYS #:_______________________ 

DR.LICENSE #:________________ 

DIAG. CODE:__________________ 



PLEASE NOTE: A physician must provide a diagnosis, written on a prescription pad or on letterhead, to be 
submitted with this application. Application completed by a doctor must be an original. 
 
PLEASE PRINT 
 

Name of Physician: _______________________________________ License #:_______________________ 
   
Address: ________________________________________________ Telephone #:____________________ 
 
Name of Disabled Person: _________________________________________________________________ 

MEDICAL CERTIFICATION: This section must be completed by a Medical Doctor, Doctor of Osteopathy, 
physician assistant, nurse practitioner or podiatrist.(severe disability of the foot only)  Please indicate 
below the disabling condition which necessitates that the above named applicant be granted a disabled 
parking permit; thereby entitling the individual to special parking privileges.  INDICATE IF THIS CONDITION 
IS PERMANENT OR TEMPORARY, AND DESCRIBE THE LIMITATIONS WHICH CAUSE DIFFICULTY IN 
AMBULATION. 
 
DIAGNOSIS: __________________________________________________________________________   
                                (PLEASE PRINT OR TYPE – DO NOT ABBREVIATE OR USE OFFICE CODES) 
 

IN REFERENCE TO AMBULATION, HOW IS THE APPLICANT AFFECTED BY THIS DIAGNOSIS? 
 

____________________________________________________________________________________ 
 

____________________________________________________________________________________ 
 

Please certify if the patient’s disability is permanent or temporary: 
 Permanent         Temporary & Expected Recovery Date 

 

TEMPORARY DISABILITY: A temporarily disabled person  is any person who  is unable to ambulate without 
the aid of an assisting device, such as a brace, cane, crutch, prosthetic device, another person, wheelchair, 
walker or other assistive device.  Temporary permits are issued for periods of six months or less. 

PERMANENT DISABILITY: A “severely disabled person” is any person with one or more of the PERMANENT 
impairments, disabilities or conditions listed below, which limit mobility. (Check all that apply)  

 Uses portable oxygen. 
 Legally blind. 
 Limited or no use of one or both legs. 
 Unable to walk 200 ft. without stopping. 
 Neuromuscular dysfunction that severely limits mobility 
 Class III or IV cardiac condition (American Heart Assoc. Standards) 
 Severely limited in ability to walk due to an arthritic, neurological or orthopedic condition. 
 Restricted by lung disease to such an extent that forced (respiratory) expiratory volume for one 

second, when measured by spirometry, is less than one liter, or the arterial oxygen tension is less 
than sixty mm/hg of room air at rest. 

 Has a physical or mental impairment or condition not listed above which constitutes an equal 
degree of disability, and which imposes unusual hardship in the use of public transportation and 
prevents the person from getting around without great difficulty? 

   
SIGNATURE OF PHYSICIAN: _____________________________________ DATE: _____________________ 
                                           (SIGNATURE STAMP NOT ACCEPTABLE) 
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